[Switch of patients undergoing an endoscopic procedure].
Due to a switch in patients, the wrong patient, an 85-year-old man, underwent endoscopic retrograde cholangiopancreatography (ERCP) with papillotomy. The mistake was reported to the healthcare inspectorate. A systematic analysis of the incident using the "Prevention and recovery information system for monitoring and analysis" (PRISMA) method brought to light various shortcomings in the care process. Based on the PRISMA analysis various measures were taken, including the introduction of a time-out procedure with a checklist before carrying out an ERCP. These measures improved the quality of the care process.